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K0000
A Post Survey Revisit (PSR) to the Life K0000 K0000 The facilityrequests that
Safety Code Recertification and State gislzi,(ljaerrle(g i(t:socr:rrztc:jtilt?lr; :I(Iaegation
Licensure Survey conducted on 05/22/12 of compliance. Submission of
and Quality Assurance Walk-thru Survey this response and plan of
were conducted by the Indiana State correction is not a legal admission
Department of Health in accordance with :Rat atdtefume?cyf/ jxfs'|s'ts or tht
is statement of deficiency was
42 CFR 483.70(a). correctly cited and is also not to
be construed as an admission of
Survey Date: 07/25/12 interest against the faciity, the
administrator, or any other
.- . emoployee, agents or others who
FaCﬂ.lty Number: 000124 draft or may be discussed in the
Provider Number: 155219 response and plan of correction.
AIM Number: 100266730 In addition, preperation and
submission of the POC does not
. constitute an admission or
Surveyor: .R(?beﬂ Booher, Life Safety agreement of any kind by the
Code Specialist facility or truth of any facts alleged
or the correction of conclusions
At this PSR survey, Kindred Transitional set forth in this a'llegatl(cj).n bly ”;:
. survey agency. Accordingly, the
Care anc.l Rehab-South Be.nd was found in facility has prepared and
substantial compliance with submitted this plan of correction
Requirements for Participation in prior to the resolution of appeal of
Medicare/Medicaid, 42 CFR Subpart this matter TO'eydbeCSaflise Ogthe
. . requirements under State an
483.70(a), Life Safety from Fire, and the Fe?deral law mandates
2000 edition Of the National Fire submission of the Plan of
Protection Association (NFPA) 101, Life Correction condition to participate
Safety Code (LSC), Chapter 19, Existing in Ttle 18 and 19 programs. The
Health Care O . submission of the POC within this
ca are ccupancies. timeframe should in no way be of
non compliance or admission by
This one story facility was determined to the facility.
be of Type V (111) construction and was
fully sprinklered except for five outside
canopies. The facility has a fire alarm
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system with smoke detection in the
corridors, spaces open to the corridors and
all resident rooms. The facility has a
capacity of 157 and had a census of 104 at
the time of this survey.

The facility was found in compliance with
state law in regard to smoke detector
coverage, however it was not in
compliance with state law in regard to
sprinkler coverage.

All areas where the residents have
customary access were sprinklered. The
facility has a small metal shed and a
larger wood shed which are used to store
maintenance equipment which are not
sprinklered. The two car size garage was
sprinklered.

Quality Review by Dennis Austill, Life
Safety Code Supervisor on 07/29/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0056 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for all
portions of the building. The system is
properly maintained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems. ltis fully supervised. Thereis a
reliable, adequate water supply for the
system. Required sprinkler systems are
equipped with water flow and tamper
switches, which are electrically connected to
the building fire alarm system.  19.3.5
Based on observation and interview’ the KO0056 K0056 1. The equipment for the 08/24/2012
facility failed to ensure a complete sprinklers for th? 5 exit canopies
. . . have been received and the
automatic sprinkler system was provided work was initiated today
for 5 of 6 exits with outside canopies in 8/6/2012. All work is to be
accordance with NFPA 13, Standard for completed by 8/24/2012 2. All
the Installation of Sprinkler Systems, to residents havg the Pgtentlal to be
. affected by this deficient
provide complete coverage for all practice. 3. The areas cited in
pOl’tiOl’lS of the bulldmg NFPA 13, 1999 this survey have been added to
Edition, Section 5-13.8.1 requires the Preventative Maintenance
sprinklers shall be installed under exterior Program. The Mamten.ar.u.:e
. . . Director shall have the initial
combustible roofs or canopies exceeding responsibility for assuring the
four feet in width. This deficient practice areas are being inspected on a
could affect 81 residents as well as monthly basis. These area will
visitors and staff. also be included in our annual
inspections. 4. Any
descrepencies with respect to the
Findings include: monthly / annul inspections will be
forwaded to the Executive
Based on observations on 07/25/12 during Director for review and then
forwarded to the facility
the tour between 2:10 p.m. and 3:00 p.m. Performance Iprovement
with the Maintenance Supervisor, the Committee to determine if further
following canopies which measured monitoring is needed or required.
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greater than four feet wide were not
sprinklered.

a. The 200 east exit on north wing was
seven feet wide and was constructed of
wood rafters and joists with a plywood
ceiling

b. The 200 west exit on north wing was
seven feet wide and was constructed of
wood rafters and joists with a plywood
ceiling

¢. The 200 north exit on north wing was
seven feet wide with an additional
attached vinyl canopy. The seven foot
canopy was constructed of wood rafters
and joists with a plywood ceiling and the
vinyl roof extension was constructed with
aluminum supports.

d. The 200 west exit on south wing was
seven feet wide and was constructed of
wood rafters and joists with a plywood
ceiling.

e. The 200 south exit on south wing was
seven feet wide with an additional
attached vinyl canopy. The seven foot
canopy was constructed of wood rafters
and joists with a plywood ceiling and the
vinyl roof extension was constructed with
aluminum supports.

Based on interview on 07/25/12 at 2:05
p.m. with the Administrator and
Maintenance Supervisor, it was
acknowledged the aforementioned exit
canopies were not sprinklered because
their contractor had not been able to work

Any descrepencey will be
immediately corrected.
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in the attic in the extreme heat, and a
letter from the contractor stating this was
presented.

3.1-19(b)
3.1-19(ff)
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